By SIR PHILIP MANSON-BAHR, C.M.G., D.S.O., M.D., F.R.C.P. This is an ever-recurrent subject of considerable contemporary importance and it is one which, in view of therapeutic advances, calls for a periodic review. As a result of the recent war large numbers of ex-Service personnel who have served in India, Burma and in the Far East are. still suffering from and will continue to exhibit recurring symptoms of these disorders for some time to come.
Of the bacillary dysenteries there is fortunately little to be said. In the acute dysenteries of bacillary origin a great therapeutic victory has been won by the introduction of the special sulphonamides-sulphaguanidine and sulphasuccidine. Not only has this disease been robbed of its terrors, but its sequelae, which loomed so large some 25-30 years ago, have almost completely disappeared. No longer do we encounter those alterations in the lumen * of the large intestine, those peritoneal adhesions and that peculiarly intractable ulceration formerly known as chronic bacillary dysentery. Even the granular inflammation of the lower rectum, or ' granular proctitis,' the unhealed remnant of bacillary necrosis of the mucosa, is rarely seen nowadays.
These sulphonamides have amply proved their worth, of that there can be no question. And probably also they are not only of curative, but also of prophylactic value, because it appears to have been established that by taking sulphaguanidine in daily gramme doses the onset of these dysenteries may be effectually prevented. It is due to these measures that the incidence of bacillary dysentery in the Eastern theatres of war sank, during 1945, to insignificant proportions and that the mortality rate declined to less than I in 5,000. These are indeed remarkable figures.
Though sulphaguanidine and sulphasuccidine are especially valuable in the more toxic bacillary infections caused by Shiga and Flexner bacilli, they appear to be less effective in Sonne dysentery, which is so prevalent in this country at present. There is, however, some evidence that the more recently introduced compound, phthalystatin, possesses greater bacteriostatic powers in this infection. However, there is some comfort in the contemplation that Sonne dysentery produces considerably less damage to the bowel surface than the other organisms of this group.
Whether exposure on a large scale to these specific infections gives rise to a much greater incidence of so-called Lecture, Dreadnought Hospital, Greenwich, Sunday, Nov. 3, 1946 ascertained. Nor am I convinced that we are yet in possession of any really effective therapeutic measure in combating its ravages. In' these acute military cases with extreme emaciation and dehydration a decision must be taken early whether operative measures are justifiable or not. Ileostomy may be, and often is, the only practical method of saving the patient's life, but this must be undertaken before the entire mucosa of the large intestine has been destroyed or the patient overwhelmed by toxaemia.
In less acute cases, or when only limited areas of the bowel are involved-regional ulcerative colitis-then instillation of sulphasuccidine by rectal retention enemata, in 6-8 gm. doses suspended in water and mucilage does, for a time at least, suspend the ulcerative process and leads to lessening of the toxaemia.
Amoebic dysentery is undoubtedly of great importance. The already considerable literature has been enriched by quite a spate of contributions on this disease in the current medical press as a weekly scrutiny of the British Medical Journal and Lancet amply demonstrates. A great deal of it traverses already familiar ground, though many of our therapeutic beliefs have been sadly shaken.
A fundamental distinction must be made between 'amoebic dysentery' and ' amoebiasis.' The former is associated with' dysentery': the passage of blood and mucus in the stools, with diarrhoea, colic and abdominal pain. The latter is entirely asymptomatic. The stools may be normal or even constipated, and in them the cysts of Entamoeba histolytica are discovered by routine examination. I am convinced that these two conditions are pathologically and therapeutically quite distinct. In the former the trophozoites of E. histolytica are embedded in the bowel wall and have seriously affected the mucosa by the cytolysins -they secrete, whilst in the latter the organism plies a coprozoic existence. In the first instance the human host is ill; it may be severely so. In the second he is perfectly well and is not incommoded.
The distinction has been rendered clearer by the introduction of a new quinoxyl'compound -diiodoquin-which contains 63 per cent. of iodine. This drug is easily tolerated and can be given as an outpatient treatment. A dose of eight tablets daily for I 5 days suffices to eradicate the infection (i.e. cysts of E. histolytica), whilst in the actual disease-amoebic dysentery-it appears to exert little beneficial effect.
Amoebic dysentery may then appear in many disguises. It may, it is true, be severe and the resulting passage of bloodstained stools may result in emaciation and severe anaemia. More often it is chronic. Then the patient suffers mostly from periodic attacks of diarrhoea, abdominal discomfort and sometimes deep-seated'pain confined to the caecum or sigmoid colon. In my experience acute abdominal crises, especially when limited to the upper abdomen, are never of amoebic origin.
The The only reliable clinical sign, apart from the deep tenderness which has already been referred to, is the thickening and induration of the sigmoid colon, but even this may be absent when the amoebic lesions are confined, as they so often are, to the rectum. Amoebic typhlitis is another matter. Here the deepseated.pain is restricted to the caecum. This thickened and tender viscus can be palpated in the right iliac fossa and it is in this condition that radiography may be of distinct advantage. In amoebiasis of the colon it is usually particularly unhelpful. The amoebic caecum (by barium enema) gives a distinctive appearance. There are filling defects and, on emptying, a spasm is apparent producing a contracted cone-shaped mass. It is necessary to draw attention to this fact as, in the absence of direct evidence of amoebic infection by faeces examination, it is particularly difficult to diagnose and to differentiate from tubercular disease. We now come to the vexed and much debated question of treatment.
A great deal has been heard and written of the importance of secondary bacterial infections. Whilst not denying that these do actually occur and did play a part in many particularly virulent cases invalided from Burma, I do submit that they do not play any essential part at the present time. It therefore appears probable that the sure cure of this age-old malevolent and disagreeable disease may now be in sight.
